The WHO European Healthy Cities project developed city health profiles (CHPs) to provide the evidence base for health planning. A CHP is a public health report that brings together key pieces of information on health and its determinants in the city and interprets and analyses the information. This CHP would then form the basis of a city health development plan that would set out strategies and programmes of intervention to improve the health of a city's population. A content review of the CHPs produced by the cities in the WHO European Healthy Cities Network in 1995 and repeated 10 years later, attempted to undertake a systematic and comprehensive content review of the CHPs. The results show that in both reviews, demographic information was covered comprehensively. The inadequate coverage of areas of health status and socio-economic conditions in the 1995 review was covered comprehensively in 2005. Coverage of lifestyles, infrastructures and public health policies and services had improved since the 1995 review. The findings indicate that profiles presenting information on health and its determinants provide an evidence-base to inform health planning for the city. However, problems were still encountered in undertaking appropriate analysis to identify inequalities within the city and make recommendations that could be translated into targets. Just as the cities have adapted and evolved throughout the WHO Healthy Cities project, so have CHPs. The range of health profiles produced by cities demonstrate how they have evolved from basic tools that started by collecting routinely available information on death and disease to sophisticated mechanisms that gather an array of relevant information from a wide variety of sources through a range of methods. Most cities have understood the concept of a CHP as an evidence-based tool to inform health policy and planning and to strengthen the public health agenda.
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BACKGROUND
The concept of Healthy Cities is firmly rooted in an understanding of the historical importance of local governments in establishing the conditions for health and a firm belief that they can and must play an important role in improving the health of their citizens (Ashton, 1992; Draper et al, 1993; Hancock, 1993; Flynn et al., 1994) . The Healthy Cities approach promotes a coalition of local governments and community organizations to address priority problems related to urban health and environment (Ashton et al., 1986; Tsouros, 1995a, b; Satterthwaite, 1996; Webster, 1996) . One of the main differences between the WHO European Healthy Cities Network (WHO-EHCN) and other community-level health programmes is the central role of local government in the Healthy Cities concept (Clark, 2000) . Another important aspect of the WHO Healthy Cities project is that it focuses on the whole community, with its strengths and problems, rather than being established under single issues or diseases such as tobacco and cancer (Goldstein, 2000.) .
The WHO-EHCN aims to translate the principles of health for all into practice at the local level in urban settings and, as such, has a great interest in measuring urban health. City health profiles (CHPs) aim to measure and monitor health in cities, thus contributing to evidencebased health policies.
WHAT IS A CITY HEALTH PROFILE?
The WHO-EHCN developed CHPs to provide the evidence base for health planning. A CHP is expected to be a comprehensive report that describes the health of the city's population. Usually, it uses health indicators to define the population's health in individual cities and presents information on the lifestyles and environmental and social factors in the city that affect health. It should be an evidence base to inform health policy in the city and enable changes to be monitored.
CHPs are expected to provide evidence of efforts to promote health at a local level-an assessment of the health needs of the city. They are meant to be the basis for setting priorities for health and to be an integral part of local decision-making and strategic planning processes. In essence, a CHP is a public health report that brings together key pieces of information on health and its determinants in the city and interprets and analyses the information. WHO defined CHPs as reports that 'identify in writing and graphs, health problems and their potential solutions in a specific city' (WHO Regional Office for Europe, 1995) . This CHP would then form the basis of a city health development plan (CHDP) that would set out strategies and programmes of intervention to improve the health of a city's population (WHO Regional Office for Europe, 1994).
HOW THE WHO HEALTHY CITIES PROJECT INFLUENCED THE DEVELOPMENT OF CITY HEALTH PROFILES
The first phase of the implementation of the WHO-EHCN (1987 -1992 emphasized advocacy and focused on tackling the political and institutional changes needed to lay the foundation for successful work towards health for all. At the end of the first phase, a review was carried out to identify the strengths and weaknesses of the project (Draper et al., 1993) . One weakness identified was the difficulty cities experienced in maintaining long-term strategic orientation. The review concluded the reason was that cities were inexperienced in long-term planning and failed to identify and focus on key subject areas. It was agreed that this would be assisted by summarizing relevant information in the form of a health profile informing the public, policy-makers and politicians about health and its determinants in their city. It was thought that this was the key to ensuring that all relevant groups in the city really understand the concepts, problems and issues involved in creating urban health. This emphasized the importance of the health profile as an ideal means of bringing together a wide range of health information to acquaint different groups about health, and the idea of the CHP was born.
In the second phase (1993 -1997) , some cities in the WHO-EHCN were expected to complete comprehensive city health development plans based on information gathered and analysed in the CHPs. These plans would set explicit targets and serve as important and useful mechanisms for improving the health of the citizens and for promoting accountability for health (Tsouros, 1995a, b) . In response to this, cities agreed to produce profiles describing health and the factors that determine health in their city. This kind of health planning was relatively new to some of the cities. Thus, WHO made concerted efforts to encourage and assist cities in producing high-quality health profiles. As part of this effort, WHO prepared guidance and direction to cities on how to produce a CHP. This resulted in City health profiles: how to report on health in your city (WHO Regional Office for Europe, 1995) which addressed several of the issues and concerns identified in the literature on public health reports and was produced following wide consultation with the primary users to ensure that the guidance was practical and appropriate. The final text was agreed after consultation with all the members of the WHO-EHCN in 1994. This document was an important milestone in the evolution of comprehensive health profiles that describe health and its determinants rather than disease and death.
The evolution of the WHO CHP i57
FIRST CONTENT REVIEW OF CITY HEALTH PROFILES
As part of the process of encouraging and assisting cities to produce high-quality profiles that would inform health policy, the WHO-EHCN undertook workshops and feedback from cities to identify specific issues and problems relevant to cities. Although there were presentations, workshops and discussions on developing CHPs, completed CHPs produced by the cities had not been formally examined. The CHPs were therefore reviewed in 1995 (Webster, 1999) . The purpose was not to rank the profiles, but to present a snapshot of profiles and to determine how comprehensive they were and their impact. The review was also expected to identify areas in which problems were encountered, and this would help WHO to explore how these problems could be overcome.
All cities are required to send a copy of their CHPs and an English translation (as English is the official language of the WHO-EHCN) to the HCP Office. All profiles received by the office were included in the review. Twenty-one profiles from 15 countries were reviewed (Table 1) . Methods used to review the profiles included a structured, systematic content review by two independent reviewers. A content analysis was undertaken using the framework developed by the 'WHO Technical Group' on CHPs in 1995 for the first review of CHPs. The following areas were examined: † demography; † health status; † lifestyle; † socio-economic conditions; † physical environment; † inequalities; † infrastructure; † public health policies and services.
Each of the categories was coded as Y for Yes having some information on the category, N having No information on the category and D having detailed information on the category. 'Detailed' indicated a qualitative assessment of depth rather than quantitative assessment of length. The criteria for deciding whether or not a category was detailed were also included in the framework. The review identified the following strengths and weaknesses.
Strengths of the CHPs
(i) They extensively used demographic and mortality data. (ii) Many profiles presented data and evidence accompanied by the expected scientific rigour. (iii) The standard of presentation was high, with the vast majority of reports making appropriate use of graphs, charts, tables, maps and pictures.
Weaknesses of the profiles (i) Several used a style based on their statistical returns, and this sometimes meant that illness rather than health seemed to be the underlying theme. (ii) Very few made recommendations that could be translated into achievable targets or objectives and may have thus failed to fully exploit the potential for advocating change and influencing the health of the citizens. Areas for development Lifestyles and inequality in health received relatively little attention. The underlying problem several cities faced was relating the data presented to the effects on the population's health. This can be seen in the two main areas of lifestyles and inequality in health that several cities had difficulty addressing. This was not surprising, as data on death and disease are traditionally collected routinely, whereas the concept of looking at health positively and making the connection between inequality and health is relatively new. Some countries have responded to these ideas, and lifestyle surveys have become part of the data collected. They have developed deprivation indices and placed the question of health and inequality high on the agenda. In other countries, this is a relatively new concept, and perhaps the Healthy Cities movement planted the first seeds into their thinking. It was therefore felt that it would be useful to deal with these two areas in more depth and determine what can be done to help cities. This resulted in the establishment of targeted help for cities on specific problems and of publications to complement the guidance booklet.
Follow-up
Ten years later in 2005, the review was repeated. In addition to the areas reviewed in 1995, a further detailed analysis of how inequalities were addressed in the profiles was also undertaken to quantify and describe the use of indicators which explored differences in the health and well-being between population groups within a city.
SECOND CONTENT REVIEW OF CHPS
This was divided into two parts: a repeat of the content review carried out in 1995 and an in-depth analysis of the area of inequalities.
Content review Method
This was identical to the method used in the first review.
RESULTS

Reports reviewed
Since 1995, some cities had left the WHO-EHCN and other cities had joined. Table 1 gives the list of cities included in the two reviews. Seven of the original 21 cities included in the 1995 review were also included in the 2005 review.
As previously all cities are required to send a copy of their CHPs and an English translation (as English is the official language of the WHO-EHCN) to the WHO Regional Office for Europe. Forty-nine city profiles from 20 countries were submitted. Not all non-English profiles had English translations available. Only English summaries of some profiles were submitted. Fourteen profiles were excluded for the following reasons: † no translations available; † inadequate summaries.
(French and Italian profiles were included as the reviewers could translate these profiles.)
One further submission was excluded, as it was a report of a comprehensive survey undertaken in the city. Though some relevant information was available from the results, it was decided that this report should be excluded as it dealt exclusively with the survey, which could distort the results of the review. A second submission was excluded as it was a report for a different purpose and did not cover any relevant areas. Thirty-five of the submitted profiles from 16 countries were reviewed. Figure 1 summarizes the results and compares it with the results of the 1995 review. All profiles The evolution of the WHO CHP i59 had detailed information on demography. They also had some information on health status with 82% presenting detailed information. This was an improvement from the 1995 review when 35% of the profiles had not covered this topic area. Lifestyle coverage was one of the areas identified as inadequate in the 1995 review, with only 19% of the profiles presenting detailed information. This had improved with 58% of the profiles now presenting detailed lifestyle information in their profiles. However, just over a quarter of the profiles had not covered lifestyles. The majority of these came from 'newer cities' that had recently joined the WHO-EHCN. Many identified this as a gap and were setting up processes (e.g. surveys, etc.) to collect data on lifestyle.
Content review
The coverage on socio-economic conditions had improved, with all profiles including this topic area and almost three-quarters covering it comprehensively. All profiles also covered physical environment. However, only 77% covered this section comprehensively compared to 95% in the previous review.
The coverage on information relating to infrastructure, which included transport systems and urban planning had improved since the last review with only 9% of the profiles having no information compared to a third previously and 73% with detailed information compared to 29% previously. Similarly, information had improved on public health policies and services, which included the following: † information services aimed at individuals, i.e. screening programmes; † educational policies and services, i.e. nutrition education in schools; † environmental policies, i.e. smoking in public places.
Detailed information was available in 73% of CHPs with only 9% having no information compared to 53% in the previous review. Though coverage of inequalities improved since the previous review, only 15% of the profiles had dealt with this area in depth. A further detailed analysis of how inequalities were addressed in the profiles was also undertaken.
In the 1995 review, only 14% of the profiles had made recommendations while in 2005 this had increased to 30%.
REVIEW OF INEQUALITIES COVERAGE Methodology
Identification of inequality 'indicators'
The first step was to examine each of the submitted reports to look for indicators (i.e. numeric measures) which explored differences in the health or well-being between population groups within a city.
Quantification of inequalities
The next step was to determine whether the inequality between the sub-groups was specifically quantified, i.e. it was not sufficient to document the different values in the sub-groups but for some measure of difference to be calculated. In other words, the extent of the inequality must have been a feature in the analysis.
Time trends
Where the inequality between groups had been quantified, indicators were examined to see if the quantification was reported over a period of time to examine whether inequalities were growing or reducing over time.
Results
Inequality 'indicators'
There were 500 inequality indicators from 35 city profiles; 8 profiles did not include any inequality indicators and 6 were excluded as translations were not available (Table 2) . While there was a mean of 14 indicators per profilethese were not evenly distributed (coefficient of variation: 0.7).
Areas covered by the indicators included measures of health or well-being, disease prevalence, socio-economic conditions, lifestyle, environmental conditions, service utilization: admission or attendance rates and other factors influencing health, e.g. traffic, crime etc. Inequality between religious groups was examined in two cities: Jerusalem and Belfast.
The most frequent inequality indicator was one relating to health status. Of the health indicators, the commonest was one related to mortality (50%). Other health indicators included life expectancy (11%), self-assessment of wellbeing (8%), morbidity (8%), risk factor prevalence (7%) and disability 5% and a group of miscellaneous health indicators (11%). i60 P. Webster and A. Lipp Half the indicators contained values for the whole city sub-divided by population groups such as gender or age. However, 38% of indicators reported data on geographical areas within the city, 11% reported data for areas grouped by similarity in their socioeconomic profile, i.e. 'deprivation clusters'. Environmental indicators (6% of the 500) were usually reported at key locations around the city, and traffic counts were reported from key streets. Data at either whole city level or in administrative sub groups were frequently analysed by population sub-groups. Overall 67% was analysed according to population sub-groups. The most common population sub-group was gender: male/female. Indicators were also presented for a miscellany of 'other' groups which included ethnic origin or country of origin, socio-economic group, education level, urban/ rural, occupational group etc.
In 10% of CHPs, data were analysed not only by an administrative sub-group but also by a population sub-group. The most common approach was to present data at a small geographical area by gender and/or age and gender.
Quantification of inequalities
For some 'indicators', cities reported counts rather than rates, e.g. number of deaths, numbers of doctors rather than mortality rate, doctors per 1000 population etc. Of the 500 inequality 'indicators', for only 25 (5%) was the inequality specifically quantified. These came from seven cities, of which five were from the United Kingdom.
The commonest method of quantifying inequalities was coefficient of variation (standard deviation across a number of sub-groups divided by the mean of the sub-group values). Other methods included ratio, odds ratio and statements of the difference between groups.
Time trends
Of the 500 inequality 'indicators', 13% reported data from 3 or more periods of time-most commonly data from different years. The indicators analysed in this way covered the complete spectrum of indicators with health status indicators being the most common.
However, there were no analyses which tracked the extent of inequality within a city over time. The findings indicate that profiles presenting information on health and its determinants provide an evidence-base to inform health planning for the city. However, problems were still encountered in undertaking appropriate analysis to identify inequalities within the city and make recommendations that could be translated into targets. The ultimate aim of developing profiles is to improve the health of the local population. However, it is difficult to measure this outcome, especially in the short term and even more difficult to ascribe cause and effect. The WHO-EHCN builds on the WHO definition of health as a state of complete physical, mental and social well-being. The network's philosophy has helped cities to view health holistically as being influenced not only by health services but also by various other factors. It has also encouraged cities to think in a structured way of improving their citizens' health by systematically identifying where the problems lie and developing appropriate strategies to improve health and monitor progress towards outcomes. Therefore, it is plausible to make the assumption that WHO's support through workshops, expertise and resources in the form of publications, etc. and the incentive of remaining as part of the WHO-EHCN could have contributed to these improvements and form the basis of credible drivers of progress in health promoting policies.
Just as the cities have adapted and evolved throughout the WHO-EHCN, so have CHPs. The range of health profiles produced by cities demonstrate how profiles have evolved from basic tools that started by collecting routinely available information on death and disease to sophisticated mechanisms that gather an array of relevant information from a wide variety of sources through a range of methods. Most cities have understood the concept of a CHP as an evidence-based tool to inform health policy and planning and to strengthen the public health agenda.
CHPs are expected to provide the evidence and credibility for serious efforts to promote health at a local level. They are expected to be the basis for setting priorities for health and be an integral part of local decision-making and strategic planning process. However, it is not sufficient to produce glossy reports on the problems faced by communities; what is vital is to use the information in these reports to campaign on behalf of the community, involving people in their own local initiatives to improve health. If this is to happen, it is important that the profile-plan cycle is completed. Profiles gather the intelligence, which should be used to inform strategies to improve health. It is essential, therefore, that profiles feed into plans and that the information gathered in a CHP is reflected in the city health development plan (Green et al., 2009) . The true potential of CHPs will not be realized if this does not happen. CHPs are therefore not an end in themselves but an important element in the process of improving health and thus moving closer to the reality of 'a healthy city'.
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